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myxoedema, and superficial angiomyxoma.'?’ Awareness of
this under-recognised entity is important to avoid misdiagnosis
and to institute appropriate therapy.

Declaration of patient consent: The authors certify that they have obtained
all appropriate patient consent.

Financial support and sponsorship: Nil.

Conflicts of interest: There are no conflicts of interest.

Use of artificial intelligence (AI)-assisted technology for manuscript
preparation: The authors confirm that there was no use of artificial
intelligence (Al)-assisted technology for assisting in the writing or editing of
the manuscript and no images were manipulated using Al

Sathish B Pai', Kanthilatha Pai?,
Anuradha Calicut Kini Rao?, Bharath SV?
Departments of 'Dermatology, *Pathology, *Surgery, Kasturba Medical

College, Manipal, Manipal Academy of Higher Education, Manipal,
Karnataka, India

Corresponding author:
Dr. Kanthilatha Pai,
Department of Pathology, Kasturba Medical College, Manipal,

Manipal Academy of Higher Education, Manipal, Karnataka, India.
kl.pai@manipal.edu

References

1. Cinotti E, Rongioletti F. New emerging diseases or syndromes in
dermatopathology with impact on clinical management. Expert Rev
Dermatol 2012;7:69-80.

2. Tokuda Y, Kawachi S, Murata H, Saida T. Chronic obesity
lymphoedematous mucinosis: Three cases of pretibial mucinosis in
obese patients with pitting oedema. Br J Dermatol 2006;154:157-61.

3. Rongioletti F, Donati P, Amantea A, Ferrara G, Montinari M, Santoro F,
et al. Obesity-associated lymphoedematous mucinosis. J Cutan Pathol
2009;36:1089-94.

4. Ferreli C, Pinna AL, Pilloni L, Corbeddu M, Rongioletti F. Obesity-
associated lymphedematous mucinosis: Two further cases and review of
the literature. Dermatopathology 2018:6;5:16-20.

5. Rongioletti F. New and emerging conditions of acquired cutaneous
mucinoses in adults. J Eur Acad Dermatol Venereol 2022;36:1016-24.

6. Ferreli C, Atzori L, Rongioletti F. Obesity-associated lymphedematous
mucinosis and stasis mucinosis. Clin Dermatol 2021;39:229-32.

7. Calonje E, Guerin D, McCormick D, Fletcher CD. Superficial
angiomyxoma: Clinicopathologic analysis of a series of distinctive but
poorly recognized cutaneous tumors with tendency for recurrence. Am J
Surg Pathol 1999;23:910-7.

Platelet-rich fibrin therapy assisted split-thickness skin
graft in a non-healing morphea ulcer

Dear Editor,

Morphea, is an uncommon inflammatory disease that affects
the skin and subcutaneous tissue.! The pathophysiology of
morphea is characterised by abnormal cytokine production,
vascular dysfunction and excessive collagen deposition. The
ulcers caused by morphea are generally non-healing in nature
and resistant to conventional medications.”? We hereby report
a case of resistant ulcer that responded rapidly to platelet-rich
fibrin (PRF) therapy followed by split-thickness skin grafting
(STSG).

A 37-year-old woman presented to the outpatient department
with a 5-year history of pain in multiple small joints of both
hands with early morning stiffness lasting 45 minutes. She
had an ulcer on the right leg that was initially 1 x 1 cm in
size and gradually progressed to the present size of 8 x 5
cm over a year. The ulcer was located on the right shin, and
was non-tender, with sloping edges and a floor covered in

yellow slough. It was not fixed to underlying structures.
Dermatological examination revealed hyperextension of the
metacarpophalangeal joints and swan neck deformities of
multiple phalangeal joints, as well as severe wasting with shiny
skin of both upper and lower limbs [Figure 1]. Laboratory
tests revealed 11 gm/dL haemoglobin and normocytic
hypochromic anaemia. The rest of the haematological and
biochemical parameters were within normal limits.

The antinuclear antibody level was 1:160 and the rest of the
connective tissue disease serology including the extractable
antinuclear antigen profile was negative. CCP was not
performed. The erythrocyte sedimentation rate (ESR) was
elevated. Rheumatoid factor and C-reactive protein were
strongly positive. Histopathological examination of the right
lower leg revealed atrophic dermis, hyalinised collagen, loss
of appendageal structures, and subcutaneous fat suggestive
of morphea. The patient was diagnosed with rheumatoid
arthritis with morphea and was treated with oral methotrexate
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Figure 1: Hyperextension of metacarpophalangeal joints with swan neck
deformity of multiple small hand joints.

and sulfasalazine which resulted in improved joint symptoms
but no relief from the ulcer after 6 months of treatment.

The ulcer did not respond to oral immunosuppressants, oral or
topical antibiotics, collagen powder, or zinc oxide. Following
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this, the ulcer was treated with platelet-rich fibrin (PRF) at
weekly intervals. After three sessions of PRF, the ulcer began
to heal in the form of red granulation tissue. Over the ulcer
site, a split-skin thickness graft was performed. After 4 weeks
of a split-skin thickness graft, the patient had nearly complete
resolution of the existing ulcer [Figures 2a—2c]. The patient’s
6-month follow-up revealed no relapse of the ulcer.

An ulcer caused by morphea is generally considered
resistant to topical treatments. A study by Kiebler ef al. had
used topical clobetasol ointment and topical pimecrolimus
ointment in the management of ulcer caused by morphea,
and it was mentioned that the ulcers took several months
to heal.® Another study by Lahouel M et al. had used
topical clobetasol ointment in the management of localised
bullous morphea.* In our study, we used PRF therapy in the
management of ulcer caused by morphea as PRF helps in
collagen remodelling, promotes granulation tissue, and helps
in better integration and acceptance of the graft. The patient’s
blood sample was collected without any anticoagulant and
was immediately spun in a centrifugation machine at 3,000
revolutions per minute for 10 minutes which helped in the
formation of PRF scaffold matrix that contains various
cytokines, platelets, leukocytes, growth factors, fibrinogen,
fibronectin, vitronectin and thrombospondin-1.> The
advantage of PRF over platelet-rich plasma is that the release
is slow and over a period of time making it ideal for tissue
regeneration and growth stimulation.® PRF therapy aided in
the remodelling of collagen and the formation of granulation
tissue, resulting in a better take-up of the split-thickness skin
graft. The combination of PRF and a split-skin thickness
graft improved non-healing ulcers associated with collagen
vascular disorders.

Figure 2a: Ulcer over right shin during the first Figure 2b: Debrided ulcer ready for platelet-rich fibrin Figure 2¢: Complete resolution of morphea ulcer

visit. therapy.

after 3 sessions of PRF with a split-skin thickness
graft.
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